Methods
In 1988 the PES at GSH provided a service to a catchment area of approximately 2 million people. The staff consisted of a part-time psychiatrist, 2 psychiatric registrars, a social worker, a trainee clinical psychologist and 7 nurses. In 1998, the staff consisted of a part-time psychiatrist, 3 psychiatric registrars and 7 nurses. After hours, a pool of psychiatric registrars provided medical services on a rotating basis. There were 10 beds in the unit.
The primary role of the PES was to provide prompt and comprehensive assessments and to institute management plans for patients presenting with psychiatric emergencies. Other functions included providing a consultation service to colleagues in the medical emergency services and elsewhere at GSH, providing telephone consultations, providing emergency outpatient consultations for existing psychiatric patients at GSH whether still on treatment or not, providing teaching for medical and other health science students, and conducting research. visits. In the latter period the patients were significantly more likely to be skilled workers or students/scholars, to be referred from within GSH or other health facilities, to have travelled less than 10 km to get to the hospital, and to be suffering from a mood disorder or suicidality (and less likely to be suffering from a substance use disorder). were by female patients (χ 2 = 14.67, p = 0.000).
The occupational profile of the sample is shown in Table I . The majority of patients in both time periods were unemployed or unskilled/casual workers. The proportion of skilled workers and students/scholars increased significantly between 1988 and 1998, whereas the proportion of people receiving pensions or disability grants decreased significantly.
Primary diagnoses are given in Table II 
Discussion
The number of patients seen at the PES at GSH decreased In both time periods the majority of patients were unemployed or unskilled/casual workers, which indicates that the service addressed the needs of the most disadvantaged members of society. The increased proportion of skilled workers and students/scholars in the later time period may reflect the fact that it was more difficult to secure an appointment in 1998 than in 1988. The requirement that there should be a referral letter from a medical practitioner working at primary or secondary level was enforced more consistently in the later time period.
Therefore those with greater access to resources (such as skilled workers or students) may have been more likely to be able to secure such a referral letter. The converse argument could explain the finding that there was a significantly smaller proportion of people receiving pensions or disability grants in the later time period. They may have been less likely to secure a referral letter. In addition, they may be less likely to afford the costs of attending a tertiary referral hospital.
There was a significant reduction in the proportion of patients with a diagnosis of substance use disorder from 1988 to 1998.
This was probably largely due to a change of hospital policy. In 1988 patients were routinely managed at the PES at GSH.
However, in the period between 1988 and 1998 it was agreed that a subset of patients would be managed in medical wards at GSH, thus reducing the demand for alcohol withdrawal services at the PES. Also, patients were increasingly managed at primary and secondary-level facilities. Furthermore, before 1998 GSH had closed its inpatient addiction unit, and without inpatient facilities patients were no longer using the emergency facilities for detoxification. Patients were more likely to be referred either from within GSH or other health facilities in 1998 than in 1988. This reflects a positive development in that it is possible that greater numbers of patients are being assessed and treated outside GSH.
Indeed, in a large number of cases it is preferable that patients be assessed and treated at primary and secondary levels, or in the private sector, partly for reasons of cost effectiveness. The fact that a significantly lower proportion of patients travelled less than 10 km to get to GSH in 1998 than in 1988 is consistent with the possibility that a relatively greater number of patients were receiving mental health services outside GSH.
Conclusion
A number of findings indicate that changes in policy during the period 1988 -1998 may have impacted on the patient profile at the PES at GSH. In the latter period there were fewer patients, and they were more likely: (i) to be skilled workers or students/scholars; (ii) to be referred from within GSH or other health facilities; (iii) to have travelled less than 10 km to get to the hospital; and (iv) to be suffering from a mood disorder or suicidality (and less likely to be suffering from a substance use disorder). The findings suggest that changes in mental health policy can have substantial and immediate effects on the patient profile in a tertiary referral hospital. It is important to document such changes with a view to informing service planning both for tertiary referral centres and other levels of care.
